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435.12(2)(b-d), FS Background Screening
Clearinghouse

435.12 Care Provider Background Screening
Clearinghouse.~

{2){b) Until such time as the . | are
enrolfed in the national retained print

notification program at the Federal Bureau of
Investigation, an employee with a break in service
of more than 90 days from a position that
requires screening by a specified agency must
submit fo a national screening if the person
returns to a position that requires screening by a
specified agency.

{c} An employer of persons subject to screening
by a specified agency must register with the
clearinghouse and maintain the employment
status of alf employees within the clearinghouse.
Initial employment status and any changes in
status must be reported within 10 business days.
(d} An employer must register with and initiate ail
criminal history checks through the clearinghouse
before referring an employee or potential

pl for ic .. ission to
the Department of Law Enforcement. The
registration must include the employee’s full first
name, middle initial, and last name; social
security number; date of birth; mailing address;

; and race. Individuals, persons, applicants,
and controfling interests that cannot legally obtain
a social security number must provide an
individual taxpayer identification number.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to report the initial employment status and
any changes in status on its roster in the
Background Screening Clearinghouse within 10
business days.

Findings included:
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A review of the facility's roster revealed that Staff
E was not fisted on the roster.
Areview of employee records revealed that Staff
E had an application dated
On at 9:10 AM the Administrator stated
that Staff & had worked at the facility for 16 days,
that she came from California and went to
California, and she did not put her on the roster.
Unclassified
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Initial Comments.

A complaint investigation (#2022009218) was

conducted at Ada Residences, Inc. from .. , .,
o . . The facility had

deficiencies identified at the time of the survey.

429.26(7) FS; 59A-36.007(1) FAC Resident Care
- Supervision

429.26
{7) The facility shall notify a licensed physician
when a resident exhibits signs of or

o . or has a change of condition
in order to rule out the presence of an underlying
physiological condition that may be contributing to
such or | . The notification
must ocour within 30 days after the
acknowledgment of such signs by facility staff, If
an underlying condition is determined to exist, the
facility must notify the resident's representative or
designes of the need for health care services and
must assist in making |, for the
necessary care and services to treat the
condition. If the resident does not have a
representative or designee or if the resident's
representative or designee cannot be located or
is unresponsive, the facility shall arrange with the
appropriate health care provider for the
necessary care and services fo treat the
condition.

59A-36.007 Resident Care Standards.

An assisted living facility must provide care and
services appropriate to the needs of residents
accepted for admission fo the facility.

{1) SUPERVISION. Facilities must offer personal
supervision as appropriate for each resident,
including the following:

{a) Monitoring of the guantity and quality of
resident diets in accordance with Rule

A0DC

A025
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Continued From page 1

59A-36.012, FA.C.

(b} Daily observation by designated staff of the
activities of the resident while on the premises,
and awareness of the general health, safety, and
physical and emotional well-being of the resident.
{c) Maintaining a generat awareness of the
resident's whereabouts. The resident may travel
independently in the community.

{d) Contacting the resident's health care provider
and other appropriate party such as the resident's
family, guardian, heaith care surrogate, or case
manager if the resident exhibits a significant
change.

(e} Contacting the resident's family, guardian,
health care surrogate, or case manager if the
resident is discharged or moves out.

{f) Maintaining a written record, updated as
needed, of any significant changes, any ilinesses
that resulted in medical attention, changes in the
method of medication administration, or other
changes that resulted in the provision of
additional services.

This Statute or Rule is not met as evidenced by:
Based on record review and interview the facility
failed to provide adequate supervision for one out
of five sampled residents (Resident # 1).

Findings included:

A review of incident reports revealed that
Resident # 1 suffered a . at the facility and hit
her with the bedside table, suffering a

to her -

Areview of records revealed that the health
assessment completed on had the
resident on precautions and required
supervision with aft activities of daily living.
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Continued From page 2

Resident Progress dated, , stated,
"Today the resident remains OK. Caretaker
informed Administrator about the balance of
resident. Boyfriend took her to clinic for regular
visit." Progress notes dated . "Resident
is quiet now, only sometimes her involuntary
movements. She needs supervision due fo she
{ost balance sometimes." There were no notes
stating that the medical provider had been
contacted.

Review of the Medication Observation Record
revealed that Resident # 1 was taken Ingrezza 40
mg daily. According to ingrezza.com, itis a
prescription medicine used to treat adults with
movements in the . . andother parts of
the body that cannot be controlied (Tardive
Dyskinesia). Common side effect is sleepiness.
Other side effects include changes in balance, or
an increased risk of s . feelings of
restiessness, dry . . and blurred
vision.

On at 9:19 AM, the Administrator stated,
“She has involuntary movements that had been
study but they not know why. She had a bath, the
staff went to get a dress for the resident, and
when the employee turned her to get the
dress, she had an involuntary movement and hit
her with the bedside table; the staff called
rescue because she was .- The rescue
discovered another that staff had not
seen.”

On at 2:35 PM Staff D stated, "l worked
in the facility for about 4 years and ended working
around . | met Resident # 1, she was
normal, only thing with her was that she had
involuntary movements. She needed assistance
with waiking and ambutation.”
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Continued From page 3

On at 3:31 PM Staff E stated that
Resident # 1 had involuntary movements and
needed assistance with everything, the day of the
incident she bathed the resident and sat her on
the bed. When she went to the closet to Jook for
clothes she heard the noise, and it was that the
resident  on the floor. The resident had some

in the forehead and immediately they called
an,

A review of hospital records revealed that the
resident suffered from Tardive Dyskinesia, had

, abnormalities of gait and
mobility, abnormal posture, repeated

On at 10:30 AM the facility's
Administrator stated on the phone that on the day
of Resident # 1s | Staff E was practically alone,
because Staff D had stepped out of the facifity for
a moment.

Class Ili

429.176 F8; 429.52( .),59A-36.01(1) FAC
Staffing Standards - Administrators

429.176 Notice of change of administrator.-if,
during the period for which a license is issued,
the owner changes administrators, the owner
must notify the agency of the change within 10
days and provide documentation within 80 days
that the new administrator meets educational
requirements and has completed the applicable
core educational requirements under s. 429.52. A
facifity may not be operated for more than 120
¢ ive days without an inis who
has completed the core educational
requirements.

A025
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Continued From page 4

429.52

{4) A facility administrator must complete the
required core training, including the competency
test, within 90 days after the date of employment
as an administrator. Failure to do so is a violation
of this part and subjects the violator to an
administrative fine as prescribed in s. 429.19.
Administrators licensed in accordance with part Il
of chapter 468 are exempt from this requirement.
Other licensed professionals may be exempted,
as determined by the agency by rule

{6) Administrators are required to participate in
continuing education for a minimum of 12 contact
hours every 2 years.

59A-36.010
(1) ADMINISTRATORS, Every facifity must be
under the supervision of an administrator who is
responsible for the operation and maintenance of
the facifity including the management of all staff
and the provision of appropriate care to alt
residents as required by chapters 408, part I,
429, part |, F.8., and rule chapter 59A-35, F.AC.,
and this rule chapter.
(a} An administrator must:
1. Beatleast . | ot
2. If employed on or after
have, at a minimum, a high school dlploma or
GED,;
3. Be in compliance with Level 2 background
screening requirements pursuant to sections
408.809 and 428.174, F.S;
4. Complete the core training and core
competency test requirements pursuant to rule
59A- 36 011, F.A.C., no later than 80 days after

ol as a facility i
Administrators who attended core fraining pnor o
, are not required to {ake the

AD077
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competency test unless specified elsewhere in
this rule; and,
5. Satisfy the continuing education requirements
pursuant to rule 59A-36.011, F.A.C.

ini who are not in compli with
these requirements must retake the core training
and core competency test requirements in effect
on the date the non-compliance is discovered by
the agency or the department.
(b} In the event of extenuating circumstances,
such as the of a facility administrator, the
agency may permit an individual who otherwise
has not satisfied the training requirements of
subparagraph (1){a}4. of this rule, to temporarily
serve as the facility administrator for a period not
to exceed 90 days. During the 90 day period, the
individual temporarily serving as facility
administrator must:
1. Complete the core training and core
competency test requirements pursuant to rule
59A-36.011, F.AC, and,
2. Complete all additional training requirements if
the facifity maintains ficensure as an extended
congregate care or limited mental heaith facility.
{c} ini may supervise a d of
either three assisted living facilities or a group of
facilities on a single campus providing housing
and health care Administrators who supervise
more than one facility must appoint in writing a
separate manager for each facility. However, an

supervising a i of three
assisted living facilities, each licensed for 16 or
fewer beds and all within a 15 mile of each

other, is only required to appoint two managers to
assist in the operation and maintenance of those
faciliies.

{d) An individual serving as a manager must
satisfy the same qualifications, background
screening, core training and competency test
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Continued From page 6

g nts, and
requirements as an administrator pursuant to
paragraph (1)(a) of this rule. Managers who
attended the core training program prior to

. . are not required to take the
competency test unless specified elsewhere in
this rule. In addition, 8 manager may not serve as
a manager of more than a single facility, except
as provided in paragraph (1)(c) of this rule, and
may not . serve as an adminisirator
of any other facility.
{e) Pursuant to section 429.176, F.S., faciiity
owners must notify the Agency Central Office
within 10 days of a change in facility administrator
on the Notification of Change of Administrator
form, AHCA Form 3180-1008, , which
is incorporated by reference and available online
at:
http:/iwww. firules.o
=Ref-09393.

ce.asp?No

This Statute or Rule is not met as evidenced by:
Based on record review and interview the
Administrator that administered two facilities,
failed to appoint a manager for each facility.

Findings included:

Avreview of records revealed that the
Administrator administered two facifities and had
a manager for her other facility and no manager
for Ada Residences, Inc.

On at 10:01 AM the Administrator
stated, ") did not know that | needed two
managers with two ALF."

Class Ili
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